Abstract: Many schools in low-income countries have inadequate access to water facilities, sanitation and hygiene promotion. A systematic review of literature was carried out that aimed to identify and analyse the impact of water, sanitation and hygiene interventions (WASH) in schools in low-income countries. Published peer reviewed literature was systematically screened during March to June 2018 using the databases PubMed, Embase, Web of Science, the Cochrane Library, Science Direct, and Google Scholar. There were no publication date restrictions. Thirty-eight peer reviewed papers were identified that met the inclusion criteria. The papers were analysed in groups, based on four categories of reported outcomes: (i) reduction of diarrhoeal disease and other hygiene-related diseases in school students; (ii) improved WASH knowledge, attitudes and hygiene behaviours among students; (iii) reduced disease burden and improved hygiene behaviours in students' households and communities; (iv) improved student enrolment and attendance. The typically unmeasured and unreported 'output' and/or 'exposure' of program fidelity and adherence was also examined. Several studies provide evidence of positive disease-related outcomes among students, yet other assessments did not find statistically significant differences in health or indicated that outcomes are dependent on the nature and context of interventions. Thirteen studies provide evidence of changes in WASH knowledge, attitudes and behaviours, such as hand-washing with soap. Further research is required to understand whether and how school-based WASH interventions might improve hygiene habits and health among wider family and community members. Evidence of the impact of school-based WASH programs in reducing student absence from school was mixed. Ensuring access to safe and sufficient water and sanitation and hygiene promotion in schools has great potential to improve health and education and to contribute to inclusion and equity, yet delivering school-based WASH intervention does not guarantee good outcomes. While further rigorous research will be of value, political will and effective interventions with high program fidelity are also key.
Introduction
Schools with adequate water, sanitation and hygiene (WASH) facilities have: a reliable water system that provides safe and sufficient water, especially for hand-washing and drinking; sufficient number of toilets for students and teachers that are private, safe, clean, and culturally and gender appropriate; water-use and hand-washing facilities, including some close to toilets; and sustained hygiene promotion [1] . Facilities should cater to all, including small children, girls of menstruation age, and children with disabilities. WASH conditions in schools in many low-income countries, however, are inadequate with associated detrimental effects on health and school attendance [2] . An evaluation by UNICEF [3] found that in schools in low-income countries, only 51% of schools had access to adequate water sources and only 45% had adequate sanitation.
Results

Systematic Review and Yielded Studies
The initial search terms identified 1498 publications; 11 additional articles were identified from other sources. The secondary screening-based on the title-identified 119 articles with a potential focus on WASH in schools in low-income countries. Thirty eight of these articles met the inclusion criteria, following screening by abstract and then full text. Bibliographies of these references identified no additional articles (see Figure 1 ). For each article, a summary of key information was tabled: i.e. country of study, study design, study population (number of schools, children, and/or their age), exposure/intervention, outcome measure, key findings. As the studies use diverse methods and outcome measures no attempt was made to weight the value of findings according to study quality, or to conduct meta-analysis of study findings. Of the 38 articles: 47% reported the intervention impact on diarrhoeal disease and other hygiene-related diseases in school students; 34% reported changes in WASH knowledge, attitudes and hygiene behaviours among students; 16% reported impact on disease burden and hygiene behaviours in students' households and communities; 32% reported changes in student enrolment and school attendance; and 11% reported on intervention fidelity (see Table 1 ). Twelve studies reported outcome measures across more than one category [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] (see Table 1 ). For each article, a summary of key information was tabled: i.e., country of study, study design, study population (number of schools, children, and/or their age), exposure/intervention, outcome measure, key findings. As the studies use diverse methods and outcome measures no attempt was made to weight the value of findings according to study quality, or to conduct meta-analysis of study findings. Of the 38 articles: 47% reported the intervention impact on diarrhoeal disease and other hygiene-related diseases in school students; 34% reported changes in WASH knowledge, attitudes and hygiene behaviours among students; 16% reported impact on disease burden and hygiene behaviours in students' households and communities; 32% reported changes in student enrolment and school attendance; and 11% reported on intervention fidelity (see Table 1 ). Twelve studies reported outcome measures across more than one category [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] (see Table 1 ). Table 1 . Outcome measures reported in included articles (n = 38).
Outcome measure % of studies Studies
Impact on diarrhoeal disease and other hygiene-related diseases in school students 47% (18/38) Bieri et al. 2013 [7] Boubacar Maïnassara & Tohon 2014 [8] Chard et al. 2018 [19] Dujister et al. 2017 [20] Erismann et al. 2017 [10] Freeman et al. 2012 [21] Freeman et al. 2013 [22] Freeman et al. 2014 [11] Freeman et al. 2015 [23] Garn et al. 2016 [24] Greene et al. 2012 [25] Grimes et al. 2017 [26] Koopman 1978 [27] Migele et al. 2007 [28] Patel et al. 2012 [15] Pickering et al. 2013 [16] Saboori et al. 2013 [17] Trinies et al. 2016 [18] Changes in WASH knowledge, attitudes and hygiene behaviours among students 34% (13/38) Bieri et al. 2013 [7] Boubacar Maïnassara & Tohon 2014 [8] Chard & Freeman 2018 [9] Dreibelbis et al. 2016 [29] Erismann et al. 2017 [10] Grover et al. 2018 [30] Karon et al. 2016 [13] Hetherington et al. 2017 [12] La Con et al. 2017 [31] O'Reilly et al. 2008 [14] Patel et al. 2012 [15] Pickering et al. 2013 [16] Saboori et al. 2013 [17] [33] Erismann et al. 2017 [10] Freeman & Clasen 2011 [34] Karon et al. 2016 [13] O'Reilly et al. 2008 [14] Changes in student enrolment and school attendance [12] Countries of focus included Bangladesh, Burkina Faso, Cambodia, China, Colombia, Egypt, Ethiopia, Ghana, India, Indonesia, Kenya, Lao People's Democratic Republic, Mali, Niger, Nepal and Tanzania. Study methods included cross-sectional survey, non-randomized trial, cluster-randomized trial, and before and after intervention studies. Study design is identified in Table 2 .
Reduced Diarrhoea and other WASH-Related Diseases in School Students
Despite the biological plausibility that improvements in school WASH conditions will be beneficial for pupil health, results from school-based WASH evaluations have been mixed. There is evidence that WASH in Schools programs have a positive impact on child health, including reductions in diarrhoeal disease and other hygiene-related diseases. Migele et al. [28] examined the impact of a simple school-based water treatment and hand-washing intervention in a boarding school in Kenya: i.e., clay pots modified with narrow mouths and ceramic lids, taps for drinking water, plastic tanks with taps for hand washing, WaterGuard (i.e., sodium hypochlorite solution) for drinking water, and soap for hand washing. Before-and-after rates of diarrhoea disease (with no control schools) indicated a more than 50% reduction in recorded cases of diarrhoea among students. In their evaluation of WinS interventions in Mali, Trinies et al. [18] found that, as compared with control schools, there were lower odds of students in beneficiary schools reporting diarrhea (OR 0.71, 95% CI 0.60-0.85) or respiratory infection symptoms (OR 0.75, 95% CI 0.65-0.86) in the past week. And a study in rural Kenya [15] found that school-based water treatment and hygiene programs resulted in a decrease in rates of acute respiratory illness, although no decrease in acute diarrhea was observed. Improving school-based WASH can also reduce other hygiene-related diseases, such as soil-transmitted helminth (STH) infection [7, 21, 22] . For example, Bieri et al. [7] found that among Chinese school-children, the incidence of infection with STHs was 50% lower in the intervention group that received a STH education package than in the control group (4.1% vs. 8.4%, p < 0.001). And in Mali, Freeman et al. [22] found that provision of school-based sanitation, water quality, and hygiene improvements reduced reinfection of some STHs after school-based deworming, but the magnitude of the effects were helminth species-specific.
Results, however, are not uniformly clear or positive. In an evaluation of a hand-washing promotion program in Chinese primary schools, rates of diarrhoea were too low in both intervention and control groups to identify attributable differences in prevalence [35] . Some studies indicated that basic interventions that include hygiene promotion, water treatment, and behaviour change did not reduce rates of diarrhoeal disease [11, 15] . In a multi-country study, Dujister et al. [20] found that the STH prevalence at baseline and at follow-up did not significantly differ between intervention schools (that provided deworming and improved handwashing) and control schools. And a study by Greene et al. [25] conducted in schools in western Kenya found that hygiene promotion and water treatment did not reduce risk of Escherichia coli presence on pupils' hands; further, the addition of new latrines to intervention schools significantly increased E. coli presence among girls (RR = 2.63, 95% CI 1.29-5.34) which they attributed to an absence of sufficient hygiene behaviour change, and lack of soap, water, and anal cleansing materials. It is important to note, however, that presence of E. coli on hands is a variable that is difficult to interpret in terms of disease risk and outcomes.
Context is important. For example, Freeman et al. [11] found that local water availability affected the impact of school-based WASH interventions on diarrhoea rates among pupils. Pupils attending 'water-scarce' schools (in which there was no dry-season water source within 1km) that received WASH intervention (including water-supply improvement, hygiene promotion and water treatment, and sanitation improvements) reported a reduction in diarrhoea incidence and days of illness; they reported a 56% difference in the risk of diarrhoea for pupils attending intervention vs. control schools in water-scarce sites (adjusted risk ratio (aRR) 0.34, 95% CI 0.17-0.64). No statistically significant effect was detected for any intervention in 'water-available schools', nor for 'water-scarce' schools that received only hygiene promotion and water treatment. Similarly, Garn et al. [44] found that in water-scarce schools in Kenya, there was reduced prevalence of diarrhea among pupils attending schools that adhered to two or three intervention components (prevalence ratio 0.28, 95% CI 0.10-0.75), compared with schools that adhered to zero components or one. It was not clear why results were different in water-scarce versus water-available schools, but it is possible that WASH interventions in water-scarce schools were more comprehensive.
There is widespread recognition that WASH infrastructure and resources are important foundations for hygiene behaviour change and reduced risk of WASH-related diseases. There is evidence, however, that latrine construction, without other supporting water and hygiene-related interventions, is not effective at reducing diarrhoeal disease [11, 20) . Possible explanations are that without broader hygiene promotion and latrine maintenance efforts, construction of latrines alone may not result in their use or (conversely) latrines may increase exposure to faecal pathogens if they are poorly maintained, used incorrectly, or if hygiene resources are not available during and after use [11, 36] . The health benefits of improved WASH infrastructure and resources in schools may depend on consistent availability of soap and water for handwashing and on conditions of the latrines, not only pupil to latrine ratios [26] .
Improved WASH Knowledge, Attitudes and Hygiene Behaviours
Thirteen studies measured WASH knowledge, attitudes and hygiene behaviours among students (see Table 1 ); all found evidence of improved knowledge, attitudes and behaviours associated with WinS program. Dreibelbis et al. [29] report findings of an intervention that aimed to improve hand-washing after toilet use among students in two primary schools in rural Bangladesh. Dedicated locations for hand-washing were constructed in both schools. Two nudges were implemented: first, connecting latrines to hand-washing stations via brightly painted paved pathways; second, painting footprints on pathways guiding students to the handwashing stations and handprints on stations. Soap was provided and schools were asked to make soap available and refill water storage containers each day. At baseline, hand-washing with soap (HWWS) was low (4%); this increased to 68% the day after nudges were completed and 74% at both 2 weeks and 6 weeks post intervention. The high rates of observed handwashing post-intervention suggest that nudges can have sustained effects on hygiene behaviours. A related cluster-randomized trial in schools Bangladesh [30] demonstrated comparable increases in rates of handwashing with soap five months after intervention both for a nudge intervention (paved path with painted shoe-prints and arrows connecting latrines to the handwashing facility, painted handwashing station with handprints and a dedicated location for soap) and high intensity hygiene education initiatives. La Con et al. [31] found that installation of water and handwashing stations in schools in rural Kenya, coupled with WASH education, enabled student handwashing with stations located closer to latrines (<10 m) used much more frequently. One randomized cluster trial in rural Kenya [17] examined the impact of provision of regular soap and latrine cleaning materials and hygiene education; pupil hand-washing rates following toileting were observed to be 32-38% in intervention schools compared to 2% of students in control schools. Another randomized cluster trial in urban Nairobi, Kenya, examined the impact of teacher hygiene training and provision of regular alcohol-based hand sanitizer or liquid soap; pupil hand-washing rates following toileting were observed to be 82% at schools with sanitizer, 38% at schools with soap, and 37% at control schools [16] .
Reduced Disease Burden and Improved Hygiene Practices in Households and Communities
In addition to limiting pathogen transmission in the public domain-such as at schools-school-level WASH interventions may also reduce community disease burden and improve hygiene knowledge. One study in Kenya found that in water-scarce areas, school-based WASH interventions that included improvement in water supply reduced diarrhoea among school students' siblings under the age of five who were not attending school [33] . The authors suggest this could be due to diffusion of improved hygiene practices and behaviours in both home environments and community, or interruption of pathogen transmission in school contexts thereby reducing exposure and transmission in domestic environments. Another study in Kenya documented transfer of knowledge from school students to their parents, identifying increased parental awareness and household use of water treatment with flocculent disinfectant following student hygiene education and provision of water treatment products to students; improved household water treatment practices were sustained over one year [32] . A study of a school-based WASH intervention in Kenya documented the transfer of knowledge about point-of-use water treatment practices and increased utilisation of WaterGuard in student's households as indicated by having chlorine residuals in stored water; parents also reported improved hand-washing and 38% of parents demonstrated correct hand-washing technique [14] . However, based on their study in Burkina Faso, Erismann et al. [10] warn that although children can promote health messages to family members, effective behaviour changes among family members is more difficult to achieve due to the challenge of changing practices and the broader constraints that limit improved behaviours (e.g., water scarcity).
Improved Student Enrolment and Attendance
In this review, twelve studies in low-income countries were identified that examined the impact of school-based WASH programs on student absence and enrolment. Improved school WASH conditions may reduce student absence by providing services (including, importantly, for girls who are menstruating) and by reducing illness transmission [45] . There is some evidence that improved hand-washing with soap at school can reduce illness in school-aged children thereby reducing absence from school [11, 14, 15, 18, 21, 35, 41] .
Interventions that deliver hand-washing promotion and point-of-use water treatment have reported reductions in student absence of between 21% [32] and 61% [38] with one study specifically identifying reduced absence among girls (i.e., 58% reduction in the odds of absence for girls) [21] . A school-based water and hygiene intervention in public primary schools in Kenya found a decrease in student absence of 35% relative to baseline as compared to a 5% increase in neighbouring schools [14] . Talaat et al. [41] identified a 21% reduction in school absence from all illnesses (e.g., diarrhea, conjunctivitis, influenza) as a result of an intensive hand-washing campaign in Egypt; absences caused by influenza-like illness, diarrhea, conjunctivitis, and laboratory-confirmed influenza were reduced by 40%, 33%, 67%, and 50%, respectively. A small pilot study in Ghana entailed provision of sanitary pads and puberty education to adolescent girls in both intervention and control schools, with the intervention found to significantly improve attendance [39] . Evaluation of a comprehensive WASH intervention in schools in Bangladesh-using a non-experimental survey design-reported a 9-12% reduction in school absence among girls (varying between schools) [42] . A trial of school-based WASH interventions in Kenya found that cleanliness of latrines was strongly correlated with recent student absence [37] . And a study of hand-washing intervention in Chinese primary schools found that the expanded intervention (standard government education plus hand-washing program, soap for sinks, and peer hygiene monitors) reported 42% fewer absence episodes and 54% fewer days of absence, and the standard intervention (handwashing program) reported 44% fewer absence episodes and 27% fewer days of absence [35] .
Some intervention studies, however, found no evidence of impact on attendance. A study in the Chitwan region of Nepal [40] trialled the use of menstrual cups (a silicone cup used internally for menstrual flow management) with a small sample of schoolgirls. The study found the technology had no impact on school attendance or school test outcomes; the authors suggest this is because the technology assisted only with management of blood, and did not reduce cramps which were reported as the primary reason for non-attendance. However, the study had several limitations including self-reporting of menstrual cup usage, and lack of consideration of existing water and sanitation facilities in schools. And a trial in Kenya to assess the impact of a scalable, low-cost, school-level latrine cleaning intervention on pupil absence did not find a reduction in absenteeism; the authors hypothesised that the additional impact of cleaning may not have been sufficient to reduce absence beyond reductions attributable to the original WASH intervention [36] .
Intervention Fidelity
Effectiveness of interventions is associated with the typically unmeasured and unreported 'output' and/or 'exposure' of intervention delivery including program fidelity and adherence. Three studies reported on intervention fidelity but did not draw conclusions as to its effect on measured outcomes. Chard and Freeman [9] report on a WASH intervention in Laotian primary schools and found inadequate school-level adherence to project outputs (e.g., soap provision, water availability, hygiene promotion activities); the differential impact of school-level intervention fidelity on measured hygiene behaviours (e.g., toilet use and daily hygiene activities) was not reported. Alexander et al. [43] assessed whether student and parental monitoring and additional funding for repairs and maintenance affected the fidelity and effectiveness of school-based WASH service provision in 70 schools in Western Kenya; no clear results emerged. Hetherington et al. [12] reported on an initiative in Tanzania that aimed to engage high-school students and the wider community in improving sanitation and hygiene. While they noted challenges of intervention adherence and fidelity-including timing of activities, communication between schools and local coordination, and inadequate supplies and allowances to support activities-the impact of these challenges on the primary outcome measures (i.e., hygiene knowledge, attitudes, behaviours) was not assessed. Garn et al. [44] provide rare evidence of the impact of intervention adherence and found that among water-scarce schools in Kenya improved adherence resulted in reduced prevalence of diarrhoea among pupils. Installation of drinking water and hand-washing stations in schools; teacher training on WASH promotion; hygiene education for students; distribution of instructional comic books to students; school children encouraged to promote water treatment and handwashing in schools and households.
Water handling survey of pupils' parents at 3 and 13 months. Household stored water tested for chlorine at 3 and 13 months.
The program resulted in pupil-to-parent knowledge transfer around water treatment and increases in household water treatment practices that were sustained over 1 year and reduction in student absentee rates.
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Boubacar Maïnassara and Tohon 2014 [8] Niger
Before and after intervention study 6 schools (sample of children aged 7 to 12 years; n = 720)
Installation of clean water outlets, latrines, handwashing stations and clean drinking-water; student, teacher and parent hygiene education; display of hygiene promotion materials.
Student-reported symptoms of diarrhoea, water consumption habits, sources of drinking water at school, latrine usage, hygiene behaviours. Teacher-reported student absence. STH infection diagnosed via stool samples.
A reduction in self-reported diarrhoea cases and abdominal pain was noted in both intervention and control schools. Student absence increased post-project, but not as much as in control schools. Carriage of at least one parasite reduced in intervention schools, but findings were not statistically significant. There was an increase in reported handwashing in intervention schools. Case schools received one 20 L container of treated drinking water per day (water treated by filtration and ultraviolet disinfection).
Weekly absenteeism rates.
A strong association between providing free safe drinking water and reduced absenteeism, though only in the dry season. Handwashing and drinking water stations (containers with lids and taps on metal stands), bleach for water treatment, soap for handwashing, teacher-training, and educational materials.
Availability of soap and water at handwashing stations and treated drinking water 4 months after implementation; observation of student handwashing at stations both <10 m and >10 m from latrines; teacher-reported cleanliness and illness rates in pupils.
4 months after installation handwashing and water stations and education, pupils used handwashing stations in their schools and used stations located closer to latrines (<10 m) much more frequently. Exposure: classroom size and condition of school toilets (i.e., broken toilets, water on floor, used paper on floor, faeces in bowl, faeces outside bowl).
Prevalence of diarrhea, vomiting, common cold, and head lice.
Unhygienic toilet conditions, particularly faeces in the bowl, were related to increased diarrhea prevalence. 29 Migele et al.
2007 [28] Kenya Before and after study 1 private rural primary school (pilot project); 380 students.
Teachers provided education about behaviour change/safe water and hygiene. Schools were provided with water storage vessels and water tanks for handwashing; water was treated with bleach.
Student diarrhoea rates (assessed via review of local clinic records).
Findings suggest that diarrhea incidence rates decreased after implementation of the intervention. Three levels of treatment: provision of pads with puberty education; puberty education alone; or control (no pads or education).
School attendance.
After 3 and 5 months, pads with puberty education significantly increased attendance. Puberty education alone resulted in a similar attendance level. School-based safe water and hygiene programme: teachers trained on safe water system (SWS) and hand-washing; teachers instructed to form student safe water clubs, teach SWS and hygiene and encourage students to teach their parents. Schools provided with clay pots with narrow mouth, lid, and spigot; WaterGuard to treat water; water tanks with taps for hand-washing; soap.
School WASH facilities; stored water tested for chlorine. WASH knowledge and practices of students and their parents. Weekly absenteeism reports for 9 project schools and (for comparison) 9 neighbouring non-project schools.
The intervention reduced student absenteeism; safe water and hygiene knowledge transfer occurred from teacher to student; students' knowledge of water treatment procedure increased significantly; students' knowledge of appropriate times for hand-washing increased substantially; water treatment and hygiene knowledge transfer from student to parent and some evidence of behaviour change among parents. Recorded and self-reported student absence, and diarrhoea and respiratory infection among students.
There was a lower incidence of self-reported diarrhoea and respiratory infection among students in beneficiary schools. Students from intervention schools were less likely to report absence due to diarrhoea than pupils in control schools.
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UNICEF 1994 [42] Bangladesh Cross-sectional 228 schools
Construction quality of water and sanitation system, rates of WASH infrastructure use, maintenance of WASH facilities, WASH knowledge among students, student hygiene behaviours.
Girls' attendance rate at school Girls' school attendance rate was found to have increased following intervention.
Discussion
Access to WASH facilities and hygiene behaviour change education in schools contribute to inclusion, dignity, and equity. From a human rights perspective, WASH in schools is considered essential. The Sustainable Development Goals (SDGs) implicitly highlight the need to expand WASH beyond household settings, in the effort to achieve universal and equitable access to safe and affordable drinking water, sanitation and hygiene for all. The SDGs explicitly refer to WASH in Schools in Target 4.a via the indicator of the "proportion of schools with access to: (e) basic drinking water; (f) single-sex basic sanitation; and (g) basic handwashing facilities" [46] . However, the aim is to not only provide adequate ratios, but to ensure positive outcomes across diverse measures including diarrhoeal disease and other WASH-related diseases, hygiene behaviour and school attendance.
There is biological plausibility supporting the health and educational benefits of providing WASH in schools, as well as rights-based arguments for WASH in Schools. The studies in this review indicate that school-based WASH interventions can protect against diarrhoea and other WASH-related illness such as soil-transmitted helminths and acute respiratory infections, increase WASH-related knowledge and practices, and improve educational outcomes including reduced absence.
Fourteen (78%) of the 18 publications that reported disease-related outcomes found reductions in diarrhoeal disease and other hygiene-related diseases, such as respiratory illness and soil-transmitted helminths, among students at intervention schools (c.f. [7, 18, 21, 28] ). Of these publications reporting positive health outcomes, however, more than half also reported that there were no statistically significant reductions for some disease-related outcomes: e.g., intestinal parasitic infections prevalence, but not undernutrition, was found to decrease [10] . Four of the 18 publications reported no evidence of reduced risk for the primary disease-related outcome measures, including soil-transmitted helminths and E. coli on pupils' hands [17, 20, 25, 26] .
All of the 13 publications that examined changes in WASH knowledge, attitudes and hygiene behaviours reported evidence of positive change among students in intervention schools including hand-washing with soap or sanitizer [8, 16, [29] [30] [31] , improved knowledge of WASH-related diseases, and improved hygiene habits [7, 13] .
Six studied examined whether WASH interventions in schools led to reductions in the family and community burden of WASH-related diseases and improved WASH knowledge at the family and community level. They provide very limited evidence of improvements in WASH-related knowledge and behavior and reduced WASH-related disease among family [14, 32, 33] . Further research is required to understand whether and how school-based WASH interventions can improve hygiene habits and disease-related outcomes among wider family and community members [29] .
Demographic factors are key predictors of student absence from school, including gender and socio-economic status [37] . Nonetheless, WASH-related illnesses have been estimated to result in hundreds of millions of days of school absence [47] . Twelve publications examined the impact of school-based WASH interventions on student absence in low-income countries and the findings were mixed. There is some evidence that improved hand-washing with soap at school, provision of sanitary pads, maintained and clean latrines can reduce absence in school-aged children (c.f. [11, 18, 35, 37, 42] ), but a few studies found that school-based WASH interventions had no impact on student attendance [36, 40] .
Importantly, intervention effectiveness is affected by intervention delivery, including program fidelity and adherence. Freeman et al. [11] warn that suboptimal intervention fidelity often means that researchers evaluate the effectiveness of interventions in real-world settings, not ideal 'best practice' for WASH environments. Yet, while various publications mention the challenges of fidelity and adherence in school-based WASH interventions, their impact on outcomes is rarely assessed; only one study in schools in Kenya specifically demonstrated that improved intervention adherence resulted in reduced prevalence of diarrhoea among pupils [44] . Studies such as these highlight that ensuring consistent and effective delivery of WASH interventions in low-resources contexts, including school-based interventions, remains a challenge. So, there is no universal blueprint and effects are not consistent between studies as both context and intervention type matter. For example, the effectiveness of an intervention in reducing diarrhoeal disease may be based on background rates of disease, pathogen-pathways in specific environments, student populations, baseline WASH conditions such as water availability, and broader social, political and economic contexts [11, 44] . Several publications emphasise that combined interventions that include multiple components-for example, latrine construction, hygiene promotion, latrine maintenance, and sustained provision of resources such as soap and water for handwashing-are more effective at reducing WASH-related diseases than single interventions such as construction of latrines [11, 21, 36] .
Evaluative research of WASH in Schools encounters challenges which influence results and their interpretations, including: restrictions in randomisation, the potential of crossover effects, and circumstances beyond the researchers' control such as the interference of other health programmes. The definition of illness outcomes such as "diarrhea" are not uniform across studies which makes inter-study comparison difficult. And, importantly, evaluations of WASH interventions in low-resource settings often measure outcomes-such as diarrheal disease-via self-report, an approach prone to recall and social desirability biases, subjective interpretations of the definition of "diarrhea", and imprecise measurements of incidence [9] . It is notable that of the 18 studies in this review that report disease-related outcomes, ten (56%) included objective rather than self-reported measures of disease and infection: for example, fecal samples were examined for soil-transmitted helminths, intestinal protozoa and other parasites [7, 8, 10, 11, 20, 22, 24, 26] , blood samples were collected to measure blood hemoglobin concentration [26] , and hand-rinse samples were analysed for E. coli [17, 25] .
The theory of change embedded in project design also influences the nature of an intervention and its delivery. In their evaluation of Project SHINE (Sanitation and Hygiene INnovation in Education) in Tanzania, for example, Hetherington et al. [12] highlighted the value of strategies that enable communities to develop locally sustainable approaches to improving their health, in contrast to other models (e.g., Community Led Total Sanitation) which incorporate shaming and disgust techniques to promote behaviour change. Theories of change must be considered to fully understand effectiveness, or lack thereof, rather than reducing interventions to processual elements of exposure and outcome.
Notably, several studies have examined the onset and management of menses in low-income countries, with a specific focus on the challenges of menstrual hygiene management (MHM) in school environments (e.g., negative attitudes, limited health and sexuality information, inadequate facilities and privacy) (c.f. [48-50]). However, these studies are qualitative and/or descriptive; very few intervention studies include a focus on menstrual hygiene management in schools in low-income countries [39, 40, 43] .
This review contributes to understanding of the impact of school-based WASH interventions beyond the two existing reviews of school-based WASH by Jasper et al. [2] and Joshi and Amadi [4] . First, these two existing reviews have no restrictions on study location and more than two thirds of the 41 articles in the review by Jasper et al. [2] report findings of research conducted in high-income countries (e.g., United Kingdom, United States, Germany) and almost one third of the 15 articles in the review by Joshi and Amadi [4] were conducted in developed countries; this review has an explicit focus on low-income countries where there is the greatest need for improved access to safe drinking water, improved sanitation, handwashing facilities and hygiene education [47] . Second, these reviews necessarily include only publications available up to 2012: the Jasper et al. review [2] had no time restriction on the date of publication and the search was conducted in 2010 and updated in 2012; the Joshi and Amadi [4] review was restricted to studies published between 2009 and 2012 and the search was conducted in 2013. In this review, however, twenty-five of the 38 studies included were published after 2012. The contribution of this review, then, is its explicit focus on low-income countries and its inclusion of the substantial body of relevant research published in the last several years.
Conclusions
It is important to better understand disease-related and educational outcomes of school-based WASH interventions. This can help governments and donors allocate resources to school-based WASH interventions and enable agencies to design and implement effective interventions [11] . Intervention studies of WASH in schools in low-income settings are both expensive and challenging. There is, arguably, no need for additional large-scale epidemiological studies on the impact of WinS on diarrhoea among students as numerous studies have found evidence of positive outcomes related to diarrhoeal disease [11] . There is, however, still a need to better understand the differential impacts of different types of WinS programmes for broader health and educational outcomes, the extent to which students operate as change agents in wider communities, the role of independent variables including gender and socio-economic status, and the effect of targeted initiatives on menstrual hygiene management and girls' school attendance. Further, there is value in conducting process evaluations that identify opportunities and challenges within program implementation, including theories of change and intervention fidelity. Political will and financing and effective delivery of interventions will be required to ensure universal access to WASH in Schools including in low-income countries.
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